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Coronary artery aneurysms are noted in 0.15% to 4.9% ofpatients undergoing coronary angiography.1 They rarelyinvolve the left main coronary artery (LMCA).According to Lenihan and coworkers,2 coronary artery
aneurysms in patients younger than 33 years old are congenital. In
most patients older than 33 years and in all patients older than 56
years, coronary artery aneurysms are caused by atherosclerosis.2
Both true and false aneurysms may rupture or embolize. Various
surgical strategies, such as isolation, resection, reconstruction, and
ligation, have been devised to prevent these complications.3
We report a case of successful ligation of an aneurysm of the
LMCA and simultaneous 4 coronary artery bypass procedures.
The postoperative course was uneventful. 
Clinical Summary
A 59-year-old man with a history of angina pectoris for 1 month was
admitted to the hospital because of progressive increase in anginal
symptoms. He had been treated for hypertension for 8 years.
Results of physical examination were within normal limits. The
electrocardiogram showed a normal sinus rhythm. The chest radio-
graph and M-mode echocardiograms showed no abnormalities.
Coronary angiography demonstrated an aneurysm of the LMCA
and significant stenoses in the high lateral branch of the circumflex
coronary artery and proximal right coronary artery. There was no
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evidence suggestive of thrombus or dissection. The aneurysm was
calculated to be 12 mm in diameter (Figure 1). Results of left ven-
tricular cineangiography were within normal limits. 
After preoperative preparation, the patient was operated on
with the aid of cardiopulmonary bypass. The aorta, the main pul-
monary artery, and the LMCA were mobilized. The whole LMCA
could be exposed without transecting the main pulmonary artery.
The aneurysm was ligated proximally and distally. The left inter-
nal thoracic artery was used to bypass the left anterior descending
coronary artery. Three reversed autogenous saphenous vein grafts
were anastomosed to the high lateral and second obtuse branches
of the circumflex artery and to the right coronary artery. The aor-
tic crossclamp time was 88 minutes and cardiopulmonary bypass
time was 130 minutes. After the operation, the patient did not con-
sent to follow-up coronary angiography.
Discussion
Multiple coronary artery aneurysms in childhood and adolescence
are usually late complications of Kawasaki disease. Angiography,
Figure 1. Angiogram of the LMCA showing the LMCA aneurysm.
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transecting the main pulmonary artery, because of the proximal
location of the LMCA aneurysm.
In summary, the LMCA may be exposed without transecting the
main pulmonary artery. Coronary bypass grafting with ligation of the
aneurysm is an ideal surgical treatment for aneurysms of the LMCA.
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transesophageal echocardiography, and magnetic resonance imag-
ing can be used for the diagnosis and follow-up of such aneurysms.
If there is no history of predisposing risk factors such as poly-
arteritis nodosa, neurofibromatosis, or syphilis, the cause of coro-
nary artery aneurysms is frequently congenital.3 In atherosclerosis,
the destruction of the medial layer gradually leads to dilatation. 
The natural course of atherosclerotic coronary artery aneurysms
is variable. The main complication is myocardial ischemia or
infarction,1,4 but aneurysm rupture can also occur rarely.5 Rath,
Har-Zahav, and Battler6 reported that occlusion of the aneurysmal
nonstenotic coronary artery caused infarction in all 5 of their
patients on follow-up. Conservative treatment consists in attempts
to prevent thromboembolic complications by anticoagulants or
antiplatelet drugs.3 Because of the rarity of LMCA aneurysms, it is
difficult to standardize treatment. In early cases, LMCA aneurysms
were treated by bypass grafting alone without exclusion of the
aneurysm from the coronary circulation; later, they were treated by
isolating the coronary artery aneurysm with ligatures or resecting
the aneurysm and simultaneously performing the necessary bypass
grafts.2,7-9 We think that ligation or resection of the aneurysm is
necessary to avoid complications such as extension, thrombosis,
rupture, or coronary arterial embolization.
In some patients, ligation of the aneurysm may be difficult
because the aneurysm is located behind the pulmonary artery. The
pulmonary artery can easily be divided and repaired, and this
greatly facilitates exposure of the LMCA and eliminates any
tedious or dangerous dissection posteriorly with traction on the
pulmonary artery.10 If the main pulmonary artery can be satisfac-
torily mobilized, it need not be divided. In the present case, we
were able to visualize the whole LMCA easily and safely, without
